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As a result, dietary sodium restriction is the most commonly recommended self-care behavior suggested to patients with HF (1). On average, Americans consume between 3,400 and 3,700 mg/day of sodium (2) . Current guidelines advise that patients with symptomatic HF should restrict sodium intake to 2,000 to 3,000 mg/d or less (3, 4) . Illustrating the paucity of data in this area, these thresholds for "restriction" are actually higher than the 1,500 mg/d maximum amount recommended for all Americans by the American Heart Association's Presidential Advisory panel (5) .
In this issue of JACC: Heart Failure, Doukky et al. (6) provide new information for this debate and challenge conventional wisdom. The authors analyzed data from the Heart Failure Adherence and Retention Trial, which assessed the efficacy of selfmanagement counseling in 902 patients with HF followed up for a median of 36 months. Sodium intake was assessed by using a food frequency questionnaire; subjects were categorized as sodium restricted (defined as <2,500 mg/d) and sodium unrestricted ($2,500 mg/d). Adjusting for many potential confounders, 130 subjects in each group underwent propensity score matching. Matched patients reporting sodium restriction had a significantly higher risk for the combined primary endpoint of death or HF Konerman has reported that he has no relationships relevant to the contents of this paper to disclose. A notable aspect of this study (6) is that it averaged estimated sodium intake from multiple time points 
